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MRIMRI

Notice of Independent Review Decision 
 

DATE NOTICE SENT TO ALL PARTIES:  3/2/15 
 
IRO CASE #:   
 
DESCRIPTION OF THE SERVICE OR SERVICES IN DISPUTE  
The item in dispute is the prospective medical necessity of a lumbar MRI without 
contrast. 
 
A DESCRIPTION OF THE QUALIFICATIONS FOR EACH PHYSICIAN OR 
OTHER HEALTH CARE PROVIDER WHO REVIEWED THE DECISION  
The reviewer is a Medical Doctor who is board certified in Orthopedic Surgery.  
The reviewer has been practicing for greater than 10 years. 
 
REVIEW OUTCOME   
Upon independent review the reviewer finds that the previous adverse 
determination/adverse determinations should be:  
 

 Upheld     (Agree) 
 

 Overturned  (Disagree) 
 

 Partially Overturned   (Agree in part/Disagree in part)  
 
The reviewer agrees with the previous adverse determination regarding the 
prospective medical necessity of a lumbar MRI without contrast. 
 
PATIENT CLINICAL HISTORY [SUMMARY]: 
The xx year old was injured while attempting to place a xx. She was diagnosed 
with spondylolithesis and disc disorder. She is status post microdiscectomy in 
2006. (“Gradual progression” of back pain with radiation into legs (with 
intermittent numbness) despite documented treatments was noted on 11/19/14. 
Despite treatments and diagnostics of MRI (reportedly done within the prior 6-12 
months) and CT scan (which were not provided), the condition persisted. Exam 
findings included para spinal tenderness, positive straight leg raising, abnormal 
light touch with normal motor power in the lower extremities was noted, as was a 
lower extremity intention tremor. Slight left leg hypereflexia was noted. Denial(s) 
related the lack of progressive neurological findings post prior recent MRI 
imaging. 
 



 

ANALYSIS AND EXPLANATION OF THE DECISION INCLUDE CLINICAL 
BASIS, FINDINGS AND CONCLUSIONS USED TO SUPPORT THE 
DECISION.   
There was a lack of severe and/or progressive lower extremity neurologic 
abnormalities since the documented diagnostics (including MRI, despite not 
being actually provided in detail), postoperatively. As such, the referenced 
guidelines for repeat lumbosacral MRI have not been met. The considered 
diagnostic is therefore not reasonable or medically necessary at this time. 
 
Reference: ODG Low Back Chapter Indications for imaging -- Magnetic 
resonance imaging: 
- Thoracic spine trauma: with neurological deficit 
 
- Lumbar spine trauma: trauma, neurological deficit 
 
- Lumbar spine trauma: seat belt (chance) fracture (If focal, radicular findings or 
other neurologic deficit) 
 
- Uncomplicated low back pain, suspicion of cancer, infection, other “red flags” 
 
- Uncomplicated low back pain, with radiculopathy, after at least 1 month 
conservative therapy, sooner if severe or progressive neurologic deficit. 
 
- Uncomplicated low back pain, prior lumbar surgery 
 
- Uncomplicated low back pain, cauda equina syndrome 
 
- Myelopathy (neurological deficit related to the spinal cord), traumatic 
 
- Myelopathy, painful 
 
- Myelopathy, sudden onset 
 
- Myelopathy, stepwise progressive 
 
- Myelopathy, slowly progressive 
 
- Myelopathy, infectious disease patient 
- Myelopathy, oncology patient 
 
 
 
 
 
 
 
 
 



 

A DESCRIPTION AND THE SOURCE OF THE SCREENING CRITERIA OR 
OTHER CLINICAL BASIS USED TO MAKE THE DECISION: 
 
 

 ACOEM- AMERICAN COLLEGE OF OCCUPATIONAL &   
ENVIRONMENTAL MEDICINE UM KNOWLEDGEBASE 

 
 AHCPR- AGENCY FOR HEALTHCARE RESEARCH & QUALITY 
GUIDELINES 

 
 DWC- DIVISION OF WORKERS COMPENSATION POLICIES OR 
GUIDELINES 

 
 EUROPEAN GUIDELINES FOR MANAGEMENT OF CHRONIC LOW 
BACK PAIN  

 
 INTERQUAL CRITERIA 

 
 MEDICAL JUDGEMENT, CLINICAL EXPERIENCE AND EXPERTISE IN 
ACCORDANCE WITH ACCEPTED MEDICAL STANDARDS 

 
 MERCY CENTER CONSENSUS CONFERENCE GUIDELINES 

 
 MILLIMAN CARE GUIDELINES 

 
 ODG- OFFICIAL DISABILITY GUIDELINES & TREATMENT 
GUIDELINES 

 
 PRESSLEY REED, THE MEDICAL DISABILITY ADVISOR 

 
 TEXAS GUIDELINES FOR CHIROPRACTIC QUALITY ASSURANCE & 
PRACTICE PARAMETERS 

 
 TEXAS TACADA GUIDELINES 

 
 TMF SCREENING CRITERIA MANUAL 

 
 PEER REVIEWED NATIONALLY ACCEPTED MEDICAL LITERATURE 
(PROVIDE A DESCRIPTION) 

 
 OTHER EVIDENCE BASED, SCIENTIFICALLY VALID, OUTCOME 
FOCUSED GUIDELINES (PROVIDE A DESCRIPTION) 

 


